We also aim to highlight the importance of freeing any inferior oblique attachment to the lateral rectus muscle during either a resection or a recession procedure. Table 1 . Pre-operative deviations in groups A and B
Av. no. of previous operations (range)
Group A (n = 8)
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Results
Of the 39 patients fulfilling the entry criteria only 8 were found to have 10 inclusion at surgery, giving an incidence of 20.5%. The patients were then analysed in two groups: group A (8 patients) with 10 inclusion and group B without 10 inclusion (31 cases).
In group A the average number of previous operations was 1.5 (range 1-3) and in group B it was 2.3 (range 1-11). The original deviations in group A and B are shown in Table 1 .
Group A
Of the 8 patients in group A the original deviation was esotropic in 5 and all had previously undergone a LR resection. The remaining 3 had had a LR recession for exotropia. Six of the 8 patients (75°/r,) had a vertical deviation in the primary position ( Table 2 ). The vertical deviation is defined in relation to the fixing eye. With the exception of the patient with the vertical deviation that changed from near to distance, the patients who had undergone a LR recession were all hypotropic and those with a previous resection were hypertropic. The resection procedures produced a greater vertical deviation (av. 11 PD, range 5-16 PD) than the recessions (av. 4.25 PD, range 3.5-5 PD). The deficiencies in vertical and horizontal movement are illustrated in Table 2 . In subgroup 1, of the 22 patients without a vertical deviation in the primary position only 2 (9%) showed a deficiency of elevation.
In subgroup 2, 9 patients were found to have a vertical deviation but 2 of these were excluded from the analysis as this deviation was associated with DVD, defined as a spontaneous elevation of either eye under cover. Only 2 of the remaining 7 (28.5%) had a deficiency of elevation.
A comparison table summarising the vertical deviations and deficiency of vertical rotation of the two groups is shown in Table 3 .
All patients found to have inclusion of the 10 into the LR insertion underwent dissection of the adherence with freeing of the 10 fibres. Of the 6 cases with a vertical deviation prior to surgery only 2 had a reduction in the height measurement post-operatively ( Table 4 ).
Discussion
We found an incidence of 10 inclusion of 20.5%, which is comparable to Helveston et al.'s figure of 29%. 3 We also noted that 10 inclusion followed both resection and recession procedures, with resection producing the higher incidence. Helveston et al. found 68% of 10 inclusions were associated with LR resection and 32% with recession. The incidence of a vertical deviation in the primary position in our study was 75% while Helveston reported that 89% of his cases showed this defect. Cline 4 found that all 38 cases in his study had a vertical strabismus in the primary position. Our vertical deviations were equally divided into hypotropias and is also present then the likelihood of this condition being present is higher. We would suggest that the best treatment of this condition would be prevention by good surgical technique at the primary strabismus procedure.
